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This Statement of Deficiencies was generated as
a result of the annuai State Licensure survey and
complaint investigation survey conducted at your
facility on 11/04/08.

This survey was conducted using Nevada
Administrative Code (NAC) 449, Residential
Facility for Groups Regulations, adopted by the
Nevada State Board of Health on July 14, 20086.

The facility was licensed for 10 total beds.

The facility was licensed as a ten {(10) beds,
Residential Facility for Groups which provides
care to elderly or disabled persons, and/or
persons with mental illnesses, Category |
residents.

The census at the time of the survey was 10
residents.

Ten (10) of ten (10) resident files were
reviewed.

Three (3} of three (3) employee files were
reviewed.

There were no complaints investigated during
the survey.

The findings and conclusions of any investigation
by the Health Division shall not be construed as
prohibiting any criminal or civil investigations,
actions or other claims for relief that may be
available to any party under applicable federali,
state, or local laws.

The following regulatory deficiencies were

"
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Y 000 | Continued From page 1 Y 000
identified:
Y 067 449.196(1)(c) Qualifications of Caregiver- Read | Y 067
regulation
NAC 449.196
1. A caregiver of a residential
facility must:
{c) Understand the provisions of NAC Y 067
449,156 to 449.2766, inclusive, and
sign a statement that he has read a) Er.nployees ; #1 and #3 have
those provisions. rgcelved copies, read, and
signed NAC 449.156 to 449.2766.
b) A master copy of the
provisions will be kept in
a binder at the facility
This Regulation is not met as evidenced by: along with the employees'
Suiveyor: 27364 signed statements (Attachment
Based on record review on 11/4/08, the facility #1 & #2) indicating that -
failed to ensure that 2 of 3 caregivers read the they had read and comprehended
provisions of NAC 449.156 to 4498.2766 and NAC 449.156 to 449.2766. 2ll
signed a statement that he has read those new employees will be given
regulations ( #1 #3). a copy of the provisions to
o read and the facility wilil
Findings: maintain their signed
) . ) statements. The administrator
Review of Employee #1's (date of hire 6/2004) will monitor for compliance.
and Employee #3's (date of hire 3/24/05) files
revealed they lacked a signed statement c) 1-08-09
indicating they had read NAC 449.156 to
449.27686.
Severity: 1 Scope: 3
Y 172 449.209(2) Health and Sanitation-Outside Y 172
garbage

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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¥ 172| Continued From page 2 Y 172
NAC 449.209
2. Containers used to store garbage outside of
the facility must be kept reasonably clean and
must be covered in such a manner that rodents
are unable to get inside the containers. At least Y172
once each week, the containers must be emptied a) The facility has purchased
and the contents of the containers must be 2 new covered garbage containers
removed from the premises of the facility. and removed the containers
without covers from the fagility.
This Regulation is not met as evidenced by: b) The facility will ensure that
Surveyor: 27364 . the garbage containers are
Based on observation and interview, the facility always covered by daily inspection
failed to provide covered garbage containers by the employees (Attachmeﬁt #3-
outside the facility. #4). The employees and residents
L . ] will be instructed to cover
Findings include: the containers after each use.
The administrator will monitor
On 11/04/08 at 1:20 PM, 4 garbage cans were fof‘ coﬁ;lnriiance .
observed in the front yard without lids.
Interview c) 1-10-09
On 11/04/08 at 1:21 PM, Employee #1 reported
he didn't know where the lids were for the
garbage cans.
Severity: 2 Scope: 3
Y 173| 449.209(3) Health and Sanitation-Inside garbage | Y 173
NAC 449.209
3. Containers used to store garbage in the
kitchen and laundry room of the facility must be
covered with a lid unless the containers are kept
in an enclosed cupboard that is clean and
prevents infestation by rodents or insects.

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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Y 173 Continued From page 3 Y 173
Containers used to store garbage in bedrooms
and bathrooms are not required to be covered
unless they are used for food, bodily waste or Y173
medical waste. a)The facility has purchased
a new covered garbage container
for the kitchen. i
. L . b)The employees will check
This Regulation is not met as evidenced by: that the kitchen garbage
Surveyor: 27364 . container is always closed.
Based on observation, the facility failed to The employees and residents
provide covered garbage containers in the will be asked to close the
kitchen. container after each and every
Findinas include: use {(Attachment #5 & #6).
gs ' The adminjistrator will monitor
On 11/04/08 at 2:20 PM, 1 garbage can used for for compliance.
food waste was observed on the floor next to the }1-10-09
dishwasher in the kitchen, without a lid. cri=ib-
Severity: 2 Scope: 3
Y 177| 449.2089(4)(d) Health and Sanitation-Dirt, Y 177
Garbage, Refuse
NAC 449,209
4. To the extent practicable, the premises of the
facility must be kept free from:
(d) Accumulations of dirt, garbage and other
refuse.
This Regulation is not met as evidenced by:
Surveyor: 27364
Based on observation on 11/4/08, the facility's
heating air conditioning {HVAC) ceiling return

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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Y 177 | Continued From page 4 Y177
. . . Y177
rills had accumulations of dirt. o
g a)The facility has cleaned
Findings include: the ceiling HVAC return grill
compartment as well as the
The ceiling HVAC return grill compartments in celling fans and all air
the central hallway and living area had large duct grills. )
accumulations of dust and dirt. b)The employees will replace
air filters every 3 months,
Severity; 2 Scope: 3 clean the grills as needed,
and ceiling fans and air duct
Y 179] 449.209(6) Health and Sanitation-Screens y179 |9rills will be checked and
cleaned as needed monthly.
The employees ans residents
NAC 449 209 will be asked to clean and
8. All windows that are capabie of being opened maintain all grills, filters,
in the facility and all doors that are left open to and ceiling fans. The
provide ventilation for the facility must be administrator will monitor
screened to prevent the entry of insects. for compliance.
¢)1-10-09
This Regulation is not met as evidenced by:
Surveyor: 27364
Based on observation on 11/04/08, the facility
failed to have a screen to prevent the entry of
insects on 1 of 7 windows.
Findings include:
During a facility tour on 11/04/08 at 1:15 PM, the
window in Bedroom #5 was observed without a
screen to prevent insects from entering the
facility.
Severity: 2 Scope: 1
Y 899 449.2744(2) Medication Administration Y 899

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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Y 899 Continued From page 5 Y 899
NAC 449.2744
_ 2. The administrator of the facility shall keep a Y179
' log of caregivers assigned to administer a)The facility has purchased
medications that indicates the shifts during which a new window screen for
| each caregiver was responsible for assisting in bedroom #5 and has replaced
' the administration of medication to a resident. the old screen that was

This requirement may be met by including on a
- resident's medication sheet an indication of who
| assisted the resident in the administration of the
| medication, if the caregiver can be identified
from this indication.

recently damaged from the
weather.

b)The employees will check
all windows monthly to ensure
that they are capable of
being opened as well as praperly
screened (Attachment #7 &-
. #8). The employees and resjdents
i will be asked to clean and

i maintain all windows and any

| This Regulation is not met as evidenced by: malfunctions will be addressed
Surveyor. 27286 immediately. The administrator

i will monitor for compliance.

' Based on interview and record review the facility c}1-10-09

| failed to ensure that a log was kept of caregivers

| assigned to administer medications that

" indicated which caregivers were responsible for

| assisting in the administration of medication to a
resident.

Findings include:

| Interview:

Employee #1 indicated that initials on the
medication administration record (MAR) was

- Employee #1's but the employee could not
produce a log to show a copy of his signature
and initials.

| Record review:

| RFEC D

If deficiencies are cited, an approved plan of correction must be returned within 10 days afler receipt of this statement of deficiencies.
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Y 899 | Continued From page 6 Y 899
Initials were on the MAR of each resident's files Y899
but there was no indication of which initials a) The Administrator will
beionged to which employee. keep al og o f ca reg ive rs
assigned to administer
Severity: 1 S . medication that indicates
everity: cope. 3 the shifts during which
o ‘ each caregiver was
YAB70| 449.2742(1)(a-c) Medication Administration YA870 responsible for assisting

NAC 449.2742
1fmeMmMMmmmﬁammmmmthHHt
provides assistance to residents in the
administration of medications shall:

(@) Ensure that a physician, pharmacist or
registered nurse who does not have a financial
interest in the facility:

(1) Reviews for accuracy and
appropriateness, at least once every 6 months
the regimen of drugs taken by each resident of
the facility, including, without limitation, any
over-the-counter medications and dietary
supplements taken by a resident; and

(2) Provides a written report of that review to
the administrator of the facility;

(b} Include a copy of each report submitted to
the administrator pursuant to paragraph (a) in the
file maintained pursuant to NAC 449.2749 for the
resident who is the subject of the report; and

{c) Make and maintain a report of any actions of
any actions that are taken by the caregivers
employed by the facility in response to a report
submitted pursuant to paragraph (a).

in the administration of
medication toza resident.

b) The Medication Administr
ation Record (MAR) will be
checked by the employees
and initialedafter assisti
g with the administration
of medication on each shift
daily. The facility will
require that each time that
medication is dispensed by
an employee, that employee
must initial the (MAR).

The Administrator will mon
itor for compliance.

c) 1-10-09

If deficiencies are cited, an approved plan of correction must be returned within
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This Regulation is not met as evidenced by:
Surveyor: 27286

Based on record review on 11/04/08, the facility
failed to ensure that a medication profile review
was performed by a physician, pharmacist or
registered nurse at least once every six months
for 7 of 10 residents residing in the facility for
longer than six months.

Findings include:

Resident #1 admitted to the facility on 4/09/02.
Two medication profile reviews available in the
record dated 4/08/07 and 10/15/08.

Resident #2 admitted to the facility on 5/12/04.
One medication profile review available in the
record dated 10/18/08,

Resident #3 admitted to the facility on 7/01/05.
One medication profile review available in the
record dated 10/18/08.

Resident #4 admitted to the facility on 9/26/06.
Two medication profile reviews availabie in the
record dated 3/20/07 and 10/10/08.

Resident #5 admitted to the facility on 10/25/06.

Two medication profile reviews available in the
record dated 3/20/07 and 10/15/08.

Resident #6 admitted to the facility on 2/08/07.
Two medication profile reviews available in the
record dated 3/16/07 and 10/17/08.

Resident #7 admitted to the facility on 3/10/07.
Two medication profile reviews available in the
record dated 4/23/07 and 10/10/08.

ST PATRICK REST HOME 2 LAS VEGAS, NV 89104
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YA870 | Continued From page 7 YA870

YA870

a) The facility has filled
out a Medication Reviw for
residents 1 through 7 to
engure their next reviews
will be performed.

b) The Administrator wilil
evaluate bhe residents’
files monthly to update
their medical review/recor
@s as needed and review
each resident file to note
maintain what is incomplete.
The Administrator has made
a checklist to review docu
ments monthly to update the
medication review/record.
The Administrator will mon
itor for compliance.

c) 1-10-09

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies,
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Severity: 2 Scope: 3
YABO0| 449.2744(1)(a) Medication/Receipt Log YA890

NAC 449.2744
1. The administrator of a residential facility that
provides assistance to residents in the
administration of medication shall maintain:
(a) A log for each medication received by the
facility for use by a resident of the facility. The
log must include:

(1) The type and quantity of medication
received by the facility;

(2) The date of its delivery;

{3} The name of the person who accepted
the delivery;

(4) The name of the resident for whom the
medication is prescribed; and

(5) The date on which any unused medication
is removed from the facility or destroyed.

This Reguiation is not met as evidenced by:
Surveyor: 27286

Based on observation and interview the facility
failed to maintain a log for each medication
received by the facility for use by the residents.

Findings include:
Interview:
Employee #1 indicated that there was no log or

information kept regarding the medications that
were received for each resident.

YA890

a) A log for medication
/receipt has been maintain
ed at the facility but was
misfiled during the time of
the survey.

b) The facility will inst
ruct the employees to keep
a log of all incoming medi
cation and to keep it in a
marked binder for easy acc
essibility. Monthly review
s will be performed by the
facility. The Administrat
or will monitor for compli
ance.

cd 1-10-09

If deficiencies are cited, an approved plan of correction must be returned within 1
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YAB90| Continued From page 9 YAB90
Observation:
Employee #1 was unable to produce a log book
for medications that were received for use by the
residents.
Severity: 1 Scope: 3
YABOS5| 449.2744(1)(b) Medication/MAR YA895

NAC 449.2744

1. The administrator of a residential facility that
provides assistance to residents in the
administration of medication shall maintain:

{b) A record of the medication administered to
each resident. The record must include:

(1} The type of medication administered:

(2) The date and time that the medication was
administered;

(3) The date and time that a resident refuses,
or otherwise misses, an administration of
medication; and

(4) instructions for administering the
medication to the resident that reflect the current
order or prescription of the resident's physician,

This Regulation is not met as evidenced by:
Surveyor: 27286

Based on record review and interview, the facility
failed to ensure the medication administration
record (MAR) was accurate for 10 of 10

YAB895
a) A1l
ble for

employees responsi
administering medi
cations will initial on th |
e (MAR} as they dispence
medication to each residenq.

b) To ensure accuracy, a
(MAR) binder will be held
at the facility to safegau
rd that proper medication |
is administred to the prop
er resident. The facility|
will instruct all employee
S who are responsible for
administering medication to
initial the (MAR) as medic
ation is dispenced to the
resident. The Administrat
or will monitor for compli
ance.

c) 1-10-09

-

L) ™

If deficiencies are cited, an approved plan of correction must be ref
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YABQS! Continued From page 10

residents.
Findings include:

| Record Review:

I
The MAR of 10 of 10 residents failed to show
which medications were given for the morning
and afternoon doses on 11/04/2008.

g Interview:

Employee #1 indicated that he initials the MAR
for each resident at one time in the evening after
giving the night time medications to the resident.

Severity: 1 Scope: 3

YA930 449.2749(1)(a-j) Resident File

NAC 449.2749
1. A separate file must be maintained for each
resident of a residential facility and retained for
| at least 5 years after he permanently leaves the
facility. The file must be kept locked in a place
that is resistant to fire and is protected against
unauthorized use. The file must contain all
| records, letters, assessments, medical
' information and any other information related to
! the resident, including without limitation:
(a) The full name, address, date of birth and
social security number of the resident.
(b) The address and telephone number of the
resident's physician and the next of kin or
guardian of the resident or any other person
responsible for him.
(c) A statement of the resident's allergies, if any,

YA895

YAS30

a) Residents #1, #2, #3,
#4, #5, #6, #7, and #9 all
maintained their initial
and annual ADL assessments;
however, during the time of
the survey they were mis-
filed. Each resident now
has their ADL assessments
in their files.

All residents are up to da
te on their initial and an
nual physical exams; how-
ever, during the time of
the survey they were mis-
filed. ©Each resident now
now has their physicals in
their files.

Resident #5 had a negative
result on his 2-step TB
test performed and read on
1-12-09 by Dr. Jonathan
Reboton.

YAQ30

b)7 The Administrator will
ensure that every resident
admitted in the facility

will be required to have a
complete initial and annu-
al physical exam, an init-
ial and annual ADL assess-
ments, and initial and an-
nual TB screenings. Noti-
fications posted on a bul-
letin board:stating physi-
cal exams, ADL assessments
, and TB screenings will

DECCLVET

If deficiencies are cited, an approved plan of correction mus! be relurned within
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and any special diet or medication he requires.
(d) A statement from the resident's physician
concerning the mental and physical condition of
the resident that includes:

(1) A description of any medical conditions
which require the performance of medical
services;

(2} The method in which those services must
be performed; and

{3) A statement of whether the resident is
capable of performing the required medical
services.

(e) Evidence of compliance with the provisions
of chapter 441A of NRS and the regulations
adopted pursuant thereto.

{f) The types and amounts of protective
supervision and personal services needed by the
resident.

(g) An evaluation of the resident's ability to
perform the activities of daily living and a brief
description of any assistance he needs to
perform those activities. The facility shal
prepare such an evaluation:

(1) Upon the admission of the resident;

{2) Each time there is a change in the mental
or physical condition of the resident that may
significantly affect his ability to perform the
activities of daily living; and

(3) In any event, not less than once each
year.

(h) A list of the rules for the facility that is signed
by the administrator of the facility and the
resident or a representative of the resident.

() The name and telephone number of the
vendors and medical professionals that provide
services for the resident.

(i) A document signed by the administrator of the
facility when the resident parmanently leaves the
facility.

serve as reminders so res-
idents do not miss their
annual evaluations. The
bulletin board will be hel
at the facility office to
prevent emplgoyees from
forgetting to obtain and
perform these annual tasks
The Administrator will mon-
itor for compliance.

Attachment #9 through #25:

Resident #1 has a current
ADL (Attachment #9).
Regident #2 has an initial
and current ADL (Attachme-
nt #10 and #11).

Resident #3 has an initial
and current ADL (Attachme-
nt #12 and #13).

Resident #4 has a current
physical exam and initial
and current ADL (Attachme-
nt #14, #15, and #16).
Resident #5 has an initial
and current ADL and a cur-
rent 2-step TB screening
(Attachment #17, #18, and
#19).

Resident #6 has a current

physical exam and & curre-
nt ADL (Attachment #20 and

#21).

Resident #7 has a current

physical exam and an init-
ial and current ADL (Attac
hment #22, #23, and #24).

If deficiencies are cited, an approved plan of correction must be returned within 10 days affer receipt of this statement of deficienci
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Resident #9 has an initial
This Regulation is not met as evidenced by: ADL (Attachment #25).
Surveyor: 27286

¢) 1-12-09

Based on record review, the facility failed to
complete initial and/or annual physicals and
activities of daily living (ADL) assessments, and
TB screenings for 8 of 10 residents. (#1; #2; #3;
#4, #5; #6, #7 & #0)

Findings include:
Record review:

Resident #1 - admission date 4/09/02, last
physical 1/27/06; no documentation of an annual
ADL assessment in file.

Resident #2 - admission date 5/12/04, only
physical in file dated 4/14/08; no documentation
of an initial or annual ADL assessment in file.

Resident #3 - admission date 7/01/05, only
physical in file dated 5/30/08; no documentation
of an initial or annual ADL assessment in file.

Resident #4 - admission date 9/26/06, no annual
physical; no documentation of an initial or annual
ADL assessments in file.

Resident #5 - admission date 10/25/06, no
documentation of an initial or annual ADL
assessment in file; no 2 -step TB screening
results in file.

Resident #6 - admission date 2/08/07, no
documentation of an initial or annual physical in
file; no documentation of an annual ADL

If deficiencies are cited, an approved plan of correction must be returned within 10 days after receipt of this statement of deficiencies.
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assessment in file,

Resident #7 - admission date 3/1 0/07, no
documentation of an initial or annual physical in
file; no documentation of an initial or annual ADL
assessment in file.

Resident #9 - admission date 7/1 6/08, no
documentation of an initial ADL assessment in
file.

Repeat deficiencies from survey dated 8/23/07.

Severity: 2 Scope: 3
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